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The current context 
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• The Health and Social Care Act 2012 makes NHS England 
responsible for “systems for collecting and analysing information 
relating to the safety of services” provided by the NHS  

• The NRLS is a database of patient safety incident reports 
submitted by organisations across the NHS, and directly by 
patients, specifically for purposes of learning 

• Trusts regularly upload incident reports from their local systems 
to the NRLS, where they are interrogated by national patient 
safety experts to spot trends, specific incidents of concern, or 
emerging risks to patient safety 

• This triggers action to help address the identified issues/risks 
through the provision of advice and guidance, e.g. a Patient 
Safety Alert 

 

The National Reporting & Learning 
System (NRLS) 
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• NRLS has been in operation for around 10 years, and now contains 
~10.25m reports 
 
 
 
 
 
 
 

 
• Currently, only reports of severe harm or death are reviewed 

individually by national patient safety experts, due to capacity 
constraints 

• Volume of reporting and requirements of the NRLS has increased – 
Indicator 5a, increasing local performance management 
 
 

NRLS Data 

No Harm             6,975,235                
Low 2,551,408  
Moderate 624,191  
Severe 67,471    
Death 31,651   
TOTAL 10,249,956* 

*Figures correct on 9th May 2014 
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Turning data into learning – in one 
month… 

Miniscopes 
(focused 
NRLS review)  

Incidents discussed 
at Virtual Response 
Team  

Individual review and theming of 
death & severe harm NRLS + 
issues from other routes  

c.1300 

c.25 

c.8 
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Patient Safety Alerts 

http://www.england.nhs.uk/ourwork/patientsafety/psa/  

http://www.england.nhs.uk/ourwork/patientsafety/psa/
http://www.england.nhs.uk/ourwork/patientsafety/psa/


www.england.nhs.uk 

The future of reporting and 
learning 
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The task 
• We need a reporting and learning system that will help improve the 

ability: 
• of all healthcare-associated organisations to report more 

effectively (eg non-acute settings, Independent Sector, devolved 
nations) 

• to develop better learning that supports more improvement 
• to provide greater transparency of patient safety data 
• to reduce risks associated with: 

• Duplication and omission 
• lack of standardisation 
• the gap between the capabilities of the NRLS and the needs 

of the NHS, patients, and other users 
• Therefore, seeking to develop a successor to the NRLS, building on 

its success and making it fit for the future 
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Confounding factors 
• Many people, with differing needs, have an interest in the data: 

• Ministers 
• Patients/Carers/the public 
• Other bodies – CQC, MHRA, commissioning groups 
• Professional organisations 
• Provider organisations 
• Individuals – NHS staff, researchers, policy officials 

• Other parallel systems doing similar tasks: STEIS (for Serious 
Incidents – not just in patient safety), specialities (eg CORESS 
for surgery), Devolved Governments – Wales, Scotland and 
Northern Ireland… 
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• In May 2014, stakeholders were asked to complete a short 
questionnaire about their views on the future of reporting 
and learning systems for patient safety incident data 

• Over 600 people responded 
• High level results can be viewed here: 

https://fs2.formsite.com/res/resultsReportCharts?EParam=
m%2FOmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO%2Bcxz
jberWeVIiB0%2FmIAAl6fwFDdon2%2BycBO9iaxE%3D  

• Respondents identified their key aims for a new system 

NRLS Questionnaire 

https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=
https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=
https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=
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Summary: “If a single patient safety incident reporting and 
learning system were introduced, what do you think its 
first, second and third priority aims should be?” 

0 50 100 150 200

To make reporting easier

To reduce the need for multiple or duplicate reports
about incidents

To improve the quality of data about patient safety
incidents overall

To increase opportunities to learn from mistakes both
locally and nationally

To support local and national improvements to patient
safety practice and culture

To create an integrated incident reporting and risk
management system

To improve access to data and support the
transparency agenda for patients

To bring together learning from all sectors of
healthcare

To support specialty-specific incident reporting and
learning

To support performance management at a local
and/or national level

Other

1st
2nd
3rd
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Challenges identified 
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• A “one experience” system linking all feedback in all settings - 
complaints, learning, compliments - that is easy to access and 
simple to use 

• Allow for measurable and narrative feedback – remember 
patient experience makes up 1/3 of quality 

• Clarity over the ownership of a report, learning, and actions 
• Cultural shift within the patient community as well as NHS 

towards ownership of health, experiences, and learning 
opportunities 

• See evidence of commissioners taking an active role in 
learning, improvement and the reduction of harm 

• Provide appropriate support and information to patients 
wishing to report or contribute to learning - eg PALS, leaflets, 
follow-up 
 

Key challenges – the patient 
perspective 
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• Keep learning as a priority 
• Expand and tailor feedback 
• “Joined-up” data – integration and interoperability 
• Supports prevention rather than cure – near miss data? 
• Simplicity – one port of call, accessible, intuitive 
• Supports and enables cultural change; local AND national 
• Multi-use: standardised data, accessible, flexible, future-

proof 
• Fits current NHS delivery models 

 

Key challenges so far… 
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Timelines 
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High level timeline 

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Build 

2014/15 2015/16 2016/17 

Phase One 

Phase Two 

Phase Three 

Phase Four 

GENERAL 
ELECTION 

Procurement 
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Timeline for 2014/15 

Phase One: 
Information and 

opinion gathering 

•Gap identification 
•Direction setting 
•Key uses – what role should the system fulfil? 
•Features, functions, facilitation 

Phase Two: 
Options exploration 

and development 

•Stakeholder input 
•Long list of options 
•Technical feasibility 

Phase Three: 
Options appraisal 

and validation 

•Stakeholder sounding 
•Incorporate feedback 
•Options appraisal: costs, timescales, alignment, benefits, fitness for the future, etc 
•Strategic Outline Case 

Phase Four: 
Development of 

business case 

•Outline Business case 

Stakeholder 
Engagement 

Q4 13/14 – 
 Q1 14/15 

Q2-3 
2014/15 

Q3 
2014/15 

Q4 
2014/15 
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Possible solutions 
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Options identification 
• Turning the intelligence gathered from stakeholders into 

options to develop and appraise 
• Working with technical, legal, economic and industry 

colleagues to draw up outline plans for each option 
 
 
 
 
 
 
 
 

To be assessed against a five-case model for progression 

Add-ons to 
existing 
NRLS 
infrastructure 

New front-end 
to rationalise 
access to 
multiple 
systems 

New integrated 
reporting and 
learning system 

New 
integrated 
multi-
functional 
reporting, 
learning and 
incident 
management 
system 
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Some desirable features 1 
• Single system for all patient safety incident reports – 

mandatory or for learning 
• Accessible from multiple settings, across providers, 

remotely, and to patients/the public 
• Specific patient/public-facing access points, linked to 

existing feedback routes and channels of support 
• Some incident management functionality to cover the 

software gap in non-acute settings 
• Remodelling of data capture to better align with current 

conceptualisations of risk and harm  
• Governed by appropriate data standards to improve data 

quality and utility 
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Some desirable features 2 
• Interoperable with other data sources such as patient 

records and other local systems, both push and pull 
• Linked to complaints systems, to incorporate learning from 

other sources of patient input 
• Open up database to more generalised access – increase 

opportunities for review, scrutiny and research, including by 
patients/the public 

• Built-in tools to enable meaningful analysis for all users 
• Free-text analysis tools to help process large quantities of 

narrative data 
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Some desirable features 3 
• Expand types and routes of feedback – tailored to user 

groups, reinforcing value of reporting 
• Surveillance function – automatically (or otherwise) detects 

trends that may be cause for concern 
• Supports and enables patient safety culture at ground level 
• …and a wide variety of other possibilities! 
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